This review concluded that although more research using consistent definitions was needed, evidence suggested that offpump coronary artery bypass reduced the risk of acute kidney injury. Randomised trials were underpowered to detect any effect on need for renal replacement therapy; evidence from observational studies suggested a beneficial effect. Most data came from observational studies. The authors' conclusions appear suitably cautious.
Authors' objectives
To evaluate the impact of off-pump coronary artery bypass (OPCAB) on acute kidney injury during the postoperative period.
Searching MEDLINE (1966 to May 2008 , EMBASE (1980 to May 2008 ) and Cochrane Renal Register (Issue 4, 2007 databases and Google Scholar were searched. Search terms were reported. Reference lists from relevant articles were checked and experts were contacted. Only published studies were sought. No language restrictions were applied.
Study selection
Randomised controlled trials (RCTs) and observational studies in adults (over 18) that compared OPCAB to conventional on-pump coronary artery bypass were eligible for inclusion. Studies had to report at least one renal outcome (acute kidney injury, acute kidney injury that required renal replacement therapy (RRT), postoperative serum creatinine/creatinine clearance). The primary outcomes of interest were acute kidney injury and acute kidney injury that required RRT. Studies of people on long-term RRT for end-stage renal failure (or where this was not clear) were excluded.
In the included studies, mean age ranged from 50 to 70 years. Most participants were men. All participants underwent isolated coronary artery bypass graft (CABG) and were variously described as low-risk, high-risk and elective. Where given, baseline mean serum creatinine ranged from 0.9 to 2.6mg/dL in the OPCAB group and 1.0 to 2.7mg/dL in the coronary artery bypass group.
Two authors independently assessed studies for inclusion. Discrepancies were resolved with discussion with an arbitrator.
Assessment of study quality
The quality of RCTs was assessed using items such as randomisation, allocation concealment, blinding of outcome assessors and intention-to-treat analysis. Trials that described randomisation method and allocation concealment in adequate detail were considered good quality. Observational studies that reported on propensity score matching were considered good quality. No other details of any assessment of observational studies was reported.
The authors did not state how many people performed the quality assessment.
Data extraction
Odds ratios (ORs) and 95% confidence intervals (CI) were calculated for dichotomous data. Mean differences (MD) and standard deviations (SD) were calculated for continuous data. Where necessary, standard error of the mean (SEM) and interquartile ranges were converted to standard deviations using appropriate formulae. Data were extracted by two authors independently. Disagreements were resolved by discussion with an arbitrator. Study authors were contacted for additional information.
